Background: In this prospective cohort study, we estimated the risk of developing more than 1 metabolic risk factor, using different obesity indices. In addition, we investigated the relative usefulness of the obesity indices for predicting development of such risk factors and calculated optimal cutoffs for the obesity indices. Methods: The cohort comprised 10 038 representative residents of a small city and a rural county who were recruited in [2001][2002]. Follow-up examinations were conducted every 2 years. Among the 3857 participants without metabolic syndrome at baseline, 1102 new cases occurred during the 6-year follow-up. Receiver operating characteristic (ROC) curves for the obesity indices were plotted to compare the usefulness of the obesity indices. Results: The numbers of new cases of multiple metabolic risk factors among people in the highest quintiles of body mass index (BMI), waist circumference (WC), waist-hip ratio (WHR), and waist-height ratio at the baseline examination were 2 to 3 times those in the lowest quintiles. The area under the ROC curve for WHR was significantly higher than that for BMI. The optimal BMI cutoff was 24 kg/m 2 in men and women, and the optimal WC cutoffs were 80 cm and 78 cm in men and women, respectively. Conclusions: Both overall obesity and central obesity predicted risk of developing multiple metabolic risk factors, and WHR appeared to be a better discriminator than BMI. To prevent development of metabolic diseases among Koreans, it might be useful to lower the cutoff for abdominal obesity, as defined by WC.
INTRODUCTION
Metabolic syndrome is a cluster of interrelated risk factors of metabolic origin that is closely linked to the development of atherosclerotic cardiovascular diseases. 1 The most widely recognized metabolic risk factors are high blood pressure, high plasma glucose, and dyslipidemia. Obesity seems to be the predominant underlying risk factor in the development of metabolic syndrome and other cardiovascular risk factors. 2, 3 Body mass index (BMI) is widely used as a marker of the severity of obesity. The definitions of overweight and obesity recommended by the World Health Organization (WHO), based on data from Western populations, are a BMI of 25 kg/m 2 or higher and a BMI of 30 kg/m 2 or higher, respectively. 4 Because Asians have a higher body fat percentage than whites at the same BMI level, 5, 6 lower cutoffs for obesity have been recommended for Asians. 7 Recently, indices of abdominal obesity such as waist circumference (WC), waist-hip ratio (WHR), and waistheight ratio (WHtR) have been reported to be better discriminators of cardiovascular risk factors than an index of overall obesity such as BMI; however, variations in study design and population ethnicity have led to different conclusions regarding which indices are better discriminators of cardiovascular risk factors. [8] [9] [10] [11] Most studies of obesity indices have used a cross-sectional design, which has an inherent shortcoming: dependent variables can be affected by independent variables. For example, individuals with obesity-related diseases are likely to put more effort into losing weight, which might lead researchers to incorrect conclusions regarding the relationship between obesity and disease.
Multiple metabolic risk factors of endogenous origin can aggregate in a single individual; indeed, this is the definition of metabolic syndrome. 12 Therefore, we considered incidence of multiple metabolic risk factors as an outcome variable. The aims of this prospective cohort study were to use different obesity indices to estimate incidence of multiple metabolic risk factors, to compare the usefulness of those obesity indices in predicting risk of developing multiple metabolic risk factors, and to identify optimal cutoffs for the obesity indices.
METHODS

Study population and data collection
In 2001, the Korea Centers for Disease Control and Prevention (KCDC) established several types of cohorts as part of the Korean Genome and Epidemiology Study, which was conducted to identify environmental, genetic, and genetic-environmental interaction risk factors for developing major chronic diseases such as hypertension, type 2 diabetes, and metabolic syndrome.
For the first project, a community-based cohort was established in a rural community (Ansung) and an urban community (Ansan). Detailed information on the procedure and design of the Ansung and Ansan cohort was previously reported. 13, 14 Briefly, the cohort is a prospective cohort of 10 038 men and women aged 40 to 69 years who were recruited from 2001 through 2002. Information on participant general characteristics, past medical history, lifestyle, physical activity, diet, reproductive factors, and psychosocial factors was obtained through structured questionnaire interviews. Anthropometric measurements such as blood pressure, height, weight, waist circumference, and body composition were also obtained. Biochemical assessments of fasting serum glucose (FSG), 75-g oral glucose tolerance test, total cholesterol, triglyceride, and high-density lipoprotein (HDL)-cholesterol, among other variables, were also conducted.
Among the 10 038 participants, those with existing metabolic syndrome (≥2 metabolic risk factors except central obesity; n = 5503) were excluded from the analysis. Additionally, participants who did not participate in any follow-up examination (n = 591) or who had no information on metabolic risk factors (n = 87) were also excluded. Thus, the final study population was 3857. The study protocol was approved by the institutional review board of the KCDC.
Anthropometric measurements
Each participant's blood pressure and obesity indices were measured by using a standardized protocol. During the initial assessment, systolic and diastolic blood pressures were measured from both arms with the participant in a sitting position, and systolic and diastolic blood pressures were measured twice more from the arm that had the higher systolic blood pressure. Before each measurement, participants rested for at least 5 minutes. The means of the 3 readings from the arm with the higher initial measurement were recorded as the final systolic and diastolic blood pressures. Height and weight were measured using a standardized digital scale.
BMI was calculated as weight in kilograms divided by the square of the height in meters (kg/m 2 ). WC in centimeters was measured 3 times at the midpoint between the bottom of the ribs and the top of the iliac crest. The mean of the 3 readings was considered the final WC. Hip circumference in centimeters was measured 3 times at the largest posterior extension of the buttocks, and the mean of the 3 readings was considered the final hip circumference. WHR was calculated as WC divided by hip circumference, and WhtR was calculated as WC divided by height.
Follow-up and identification of development of multiple metabolic risk factors Follow-up examinations were conducted every 2 years. The follow-up rates were 86.4%, 75.6%, and 68.8% at the first, second, and third follow-up surveys, respectively. At every follow-up examination, participants were interviewed by using a questionnaire, and blood pressure, FSG, and lipid profile were measured in the same way as at the baseline survey. A participant was considered to have incident multiple metabolic risk factors if at least 2 of the following criteria based on the National Cholesterol Education Program's Adult Treatment Panel III (NCEP-ATP III) 1 were met: high blood pressure (systolic blood pressure ≥130 mm Hg, diastolic blood pressure ≥85 mm Hg, or self-reported treatment history for hypertension), hyperglycemia (FSG ≥110 mg/dl or selfreported treatment with antihyperglycemic medication), hypertriglyceridemia (triglyceride ≥150 mg/dl), or low HDL cholesterol (<40 mg/dl for men or <50 mg/dl for women). This definition was also used in similar previous studies to estimate appropriate cutoffs of obesity indices among individuals with multiple metabolic risk factors.
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Statistical analysis
The t test or chi-square test was used to test differences between male and female cases and non-cases in the means or proportions of baseline characteristics such as age, obesity indices, blood pressure, FSG, lipid profile, and alcohol intake.
BMI, WC, WHR, and WHtR were divided into quintiles. To determine whether these obesity indices were associated with development of multiple metabolic risk factors, the Cox proportional hazards model was used and modeled for men and women after adjustment for age, residential area, education level, history of cigarette smoking, history of alcohol drinking, and number of metabolic risk factors at baseline. P for trend was calculated using the likelihood ratio test.
To identify the obesity index that best predicted development of multiple metabolic risk factors, receiver operating characteristic (ROC) curves were plotted for each obesity index, and the areas under the ROC curve (AUC) were compared among participants who completed the 6-year follow-up (n = 3153). False discovery rates (FDR) were calculated to adjust for the increase in α error due to multiple comparisons.
To determine the optimal cutoffs for the obesity indices, the Youden index (sensitivity + specificity − 1) was calculated, and the corresponding value for the maximum of the Youden index was considered the optimal cutoff point. All statistical analyses were conducted using SAS 9.1 (SAS Institute, Cary, NC, USA). Table 1 shows the baseline characteristics of the study population. Among male cases, the means for the obesity indices, blood pressure, FSG, and triglyceride were higher, and mean HDL cholesterol level was lower, as compared with male non-cases. Among women, cases also had higher means than non-cases for metabolic risk factors and a lower mean for HDL cholesterol. Among men and women, development of multiple metabolic risk factors was positively associated with residence in a rural area and low education level. Table 2 shows the association between levels of obesity indices and incidence of multiple metabolic risk factors. As compared with the lowest quintile, the risk of developing multiple metabolic risk factors linearly increased for ascending quintiles of the obesity indices in both men and women. During the 6-year follow-up, people in the highest quintiles of BMI, WC, WHR, and WHtR at the baseline examination had 2 to 3 times the number of new cases of multiple metabolic risk factors than did the respective lowest quintiles.
RESULTS
To identify the obesity index that best predicted development of multiple metabolic risk factors, the ROC curves and the AUC of the obesity indices in relation to multiple metabolic risk factors were plotted and calculated (Figure and Table 3 ). In predicting multiple metabolic risk factors, the measures of central obesity tended to yield higher AUCs than did BMI. Among men, the AUC for BMI was 0.605 and the AUCs for WC, WHR, and WHtR were 0.646, 0.660, and 0.651, respectively. The AUC for WHR was significantly higher than that for BMI, and the AUCs for WC and WHtR were marginally higher than that for BMI. However, differences among the AUCs for indices of central obesity were not significant. Among women, the AUC for BMI was 0.581, and the AUCs for WC, WHR, and WHtR were 0.657, 0.690, and 0.673, respectively. The AUCs for the indices of central obesity were significantly higher than that for BMI. The differences among the AUCs for indices of central obesity were not significant. Table 4 shows the optimal cutoffs for predicting incidence of multiple metabolic risk factors. Among men, the Youden index indicated that the optimal BMI cutoff was 24 kg/m 2 (sensitivity, 0.495; specificity, 0.661) and the optimal WC cutoff was 80 cm (sensitivity, 0.700; specificity, 0.519). Among women, the optimal BMI cutoff was 24 kg/m 2 (sensitivity, 0.535; specificity, 0.593) and the optimal WC cutoff was 78 cm (sensitivity, 0.623; specificity, 0.6019).
Among the measured obesity indices, the Youden index for WHR was highest in men and women.
DISCUSSION
In a community-based cohort of middle-aged Koreans, we found that the presence of overall obesity and central obesity increased the risk of developing multiple metabolic risk Figure. Receiver operating characteristic curves for obesity indices in relation to multiple metabolic risk factors. BMI indicates body mass index; WC, waist circumference; WHR, waist-hip ratio; and WHtR, waist-height ratio.
factors and that WHR appeared to be a better discriminator than BMI in predicting short-term incidence of multiple metabolic risk factors. The optimal BMI cutoff was 24 kg/m 2 in both men and women. The optimal WC cutoffs were 80 cm in men and 78 cm in women, which are lower than those specified by current obesity criteria in Korea. 1 Recent studies have shown that, as compared with Western populations, Asians have less lean muscle mass and more visceral fat mass at a lower BMI and WC. 5, 6, 18 Therefore, at a given level of BMI, WC, and WHR, the absolute risk of developing metabolic risk factors appears to be higher among Asians than among whites. 19 Although the WHO has recommended that overweight and obesity in Asian populations be defined as a BMI of 23 kg/m 2 or higher and a BMI of 25 kg/m 2 or higher, respectively, 7 a BMI less than 25 kg/m 2 was associated with development of multiple metabolic risk factors in our study, especially among men. The International Diabetes Federation (IDF) and the National Cholesterol Education Program (NCEP) suggested that the optimal WC cutoff is 90 cm for men and 80 cm for women in South Asian, Chinese, and Japanese populations. 1, 12 However, our results showed that a WC between 75 cm and 80 cm increased the risk of developing multiple metabolic risk factors, even though this range is within the defined normal range for WC. When the IDF and NCEP criteria for WC were applied to the present male participants, the sensitivity and specificity in predicting development of multiple metabolic risk factors were 16.7% and 91.8%, respectively. These discrepancies indicate that the WHO, IDF, and NCEP criteria for obesity may not be appropriate for predicting short-term risk of developing metabolic risk factors in middle-aged or elderly Koreans.
Japanese cross-sectional studies of obesity index cutoffs for predicting incidence of multiple metabolic risk factors suggested cutoffs of 24.1 to 24.2 kg/m 2 for BMI and 85 to 90 cm for WC for men and 23 to 24.7 kg/m 2 and 78 to 84 cm, respectively, for women. 15, 17, 20 A Chinese cross-sectional study of obesity index cutoffs for predicting prevalence of multiple metabolic risk factors suggested cutoffs of 24.0 to 24.2 kg/m 2 for BMI and 80 to 90 cm for WC for men and 24 to 24.7 kg/m 2 and 80 to 85 cm, respectively, for women. 21, 22 Previous Korean studies suggested that the WC cutoff for predicting prevalence of multiple metabolic risk factors was 80 to 86 cm in men and 76 to 80 cm in women. 11, 23, 24 Our results are consistent with those from a previous Korean crosssectional study based on Korean National Health and Nutrition Examination data in which the study participants were a representative sample population. However, our WC cutoff is somewhat lower than those reported in Japanese and Chinese studies, although the BMI cutoff was similar.
Although many studies have attempted to identify the obesity index that best predicts metabolic risk factors, most such studies were cross-sectional. One meta-analysis suggested that measures of abdominal obesity, and in particular WHtR, are better predictors than BMI of cardiovascular disease risk factors such as hypertension, diabetes, and dyslipidemia 25 ; however, except for 1 prospective study, all the evaluated studies were crosssectional. Huxley et al 19 systematically reviewed ethnic differences in the cross-sectional relationship among obesity and diabetes and hypertension and found that measures of central obesity were better discriminators of prevalent diabetes and hypertension in Asians and whites.
Although cross-sectional studies of representative populations may have sufficient external validity for the results to be applicable to the general population, the findings of such studies might be biased due to uncertain causal relationships. Previous prospective cohort studies reported somewhat inconsistent results across ethnic groups, and few studies have examined the risk of developing multiple metabolic risk factors. The Health Professionals Follow-Up Study found that WC and BMI were better than WHR in predicting the risk of developing type 2 diabetes in white men. 9 In Jamaica, WC and BMI were similarly accurate predictors of incident diabetes. 26 The San Antonio Heart Study suggested that BMI and WC had similar power in predicting development of metabolic syndrome in non-Hispanic whites and Mexican Americans. 27 In Iranian men and women, WHtR appeared to be better than BMI in predicting the risk of developing type 2 diabetes. 28, 29 These ethnic differences in results suggest that the predictive power of each obesity index varies by ethnic group. 30, 31 In our study, waist-related indices were better predictors of metabolic syndrome.
Our study has several limitations. First, our study population might not be a representative sample of the Korean general population, which could restrict the applicability of cutoffs from our study. Second, although obesity indices might change due to lifestyle modification during the follow-up period, only baseline measurements were used in this analysis, and chronological changes in individual obesity were not considered. However, in men, the correlations of BMI at baseline with BMI at 2, 4, and 6 years were 0.94, 0.92, and 0.91, respectively, and the correlations of WC at baseline with WC at each follow-up survey were 0.85, 0.82, and 0.77, respectively (data not shown). In women, the correlations between obesity indices at baseline and obesity indices at each follow-up survey were also high: 0.94, 0.91, and 0.89, respectively, for BMI and 0.81, 0.76, and 0.71, respectively, for WC. Therefore, it is likely that misclassification bias due to change in obesity indices during follow-up had little effect on our study results. Third, although loss to follow-up is inevitable in most cohort studies, it can lead to selection bias, which occurs when loss to follow-up is nonrandom and is related to both the exposure and the outcome. 32 In our study population, loss to follow-up was positively associated with high obesity index (among men but not women), low education level, and smoking. Unfortunately, we cannot identify whether loss to follow-up was associated with incidence of multiple metabolic risk factors. If it was, relative risk would be affected in women. Nevertheless, our follow-up rate was relatively high; therefore, the effect of selective follow-up is probably limited.
In conclusion, overall obesity and central obesity predicted the risk of developing multiple metabolic risk factors among Koreans, and WHR appeared to be a better discriminator than BMI for predicting the incidence of risk factors. To identify middle-aged and elderly Koreans at high risk of developing multiple metabolic factors, we should consider lowering the current WC cutoffs, especially for men.
